MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-036438

DEPANTMENT OF PUBLIC MEALTH ANMD WELFARK

_— e - STATE FILE NUMBER,
DO NOT WRITE AMENDED Registration District No, ____ meupary Registration District No. .A _QA-;_Jaginru‘: No. ______4726
ON THIS STUB Ve

1. P \ 2. USUAL RESIDENCE (Where deceased It

a. COUNTY T i \En)k) . smrw? b. COUNTY

b, Ccl)'l;Y (If outgifle corporate limits, give TOWNSHIP only) Length ay in Th ¢ CITY . Inﬁda Limits
: 7{ :

- Q 3
1o OIS 8 6744 38 (e UK TOWN Yés (§—NET)

¢. FULL NAME OF -(1f NOT i ita},. gi ati Inside Likpis. . ST It
T'NOS-‘;'H_L@'I-O?‘R i;/ in hospita| nw(:F on), nsi ﬁ:::.':if/ d ASDanigs y [If cutsige, give location) Ra-in‘.-ie on Farm
L oo &_'P . Yes O \S/ s/ Yes.OO No [

3, NAME OF DECEASED First Middle Last 4. DATE Day
(Type or print)

VS 300
Rev. 4/59

1

270 c?’_

DATE AMENDED

Year

2/57{»_1&‘_./ £ J£ AEM EATH /4(,( =2 _ .Unm 7 ¢ ﬁg

&/&x. 8. COLOR OR RA 7. Married [1  Never Married {] [8. DATE,OF H|® AGE {last l:urthda)1 IF_ UNDER 1 YEAR

y Widowed [ Diverced .' ¥ Months | Days Hours

£ A /7? cal 753 |
P

T0a. USUAL OCCUPATION (Give kind of workTone 10b. KIND OF BUSINESS OR INDUSTRY LACE {City and state or coumry) 12, CITIZEN OF WHAT COUNTRY
during moxt of workin lnfa even -if re?ired)

ecroatary Electric ML Kingsville Moe U S A

13a. FAYHER‘S NAME 13k, MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Goorge M West Carrie Stufflebeam SHIESRRIHNENE
15. WAS DECEASED EVER IN LLS. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address

(Yi:ronn, or unknown)l {If yes, give war or dates of servic™ Stanley West 11933 E 45 Tbr’ K C Md ‘

18. CAUSE OF DEATH (Enter only one cause per line ‘| INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: r ONSET ANEY DEATH

IMMEDIATE CAUSE (.) M\M/Mﬂ /

Conditions, if -ny,l DUE TO Ib) . %/f j W(”“&V W 6/ M /

DOCUMENT

which gave rise to
above cause (a),
siating the under-
lying cause [ast DUE TO (c)

77
PART 1. OTHER SIGNIFICANT CONDITIONS CON 1BUTING DEATH but not relsted to the terminaf PART I1l. If deceased was female was

1e condition, gi r\un PART | (2) . there a pregnancy in last 90 deys.
’DYns | {] No I O Unknown

19, WAS AUTOPSY | 20a. ACCEN!’ SU}CIDE. HOMDICIDE 20bJPESCRJBE HOW INJURY OC RRED. jEnter natyre of injury in PART | or PART Il’pf item 18.)
ES‘F&MED? .
YE *NoJ

20c. TIME OF Hou Month, Day, Year

INJURY 922 b ;

20d. INJURY OCCURRED LT 20e. PLACE OF INJURY, (e.g,, in or sbout homae, | 20f. CITY, TOWN, OR LOCATION ~ COUNTY
WHil.E AT WORK (J farm, tory, street, office bidg., efc.)

NOT WHILE AT WORK [ e
2. 1 m.nd'.d the deceased: fra - -to g" z ‘f’- é 5 and last saw w]'“ on iz 2’ ¢"‘ {‘n r

Death occurred ot ! %—§ Ll m on the date stated above, and to.the best of my knowledge, from the causes stated.
22¢. DATE SIGNED

w me My _ - " 20320 Worua . sonaaocha %-2743

<23a. BURIAL, CREMATIO | 23¢. NA}-\E ‘OF CEMETERY OR CREMATORY 23d. LOCATION ({Citf, town, or county (Stare)

& "“Hemoval| 8/26/1963 Lone Jack Cemetery Lone Jack Mo,

O RESSY 25 DATE RECD. BY LOCAL REG. | 26. REGIS 'S SiGN».\TURE_ . -
E‘hffgﬁi‘a‘ff&%nﬁra} Hg 18 tuds | Pkl .63 5 2211 ‘{M

{Licensed Embalmer's Statemant on Reverss Side)
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c CQnSG MEDICAL CERTIFICATION

USE BLACK INK
M

$HOULD READ

TYPEWRITER RIBBON
W

ITEM NO.

'BY AFFIDAVIT OF




‘-

| STATEMENT BY LICENSED EMBALMER T e

D= SN

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,
. . N . ' 4

or by " Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Wi

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If thls body is not embalmed, fact should be SO stated above.




